REPLY
I thank Dr. Kantharia for his interest in our recent paper (1) . Identifying the optimal patient-specific implantable cardioverterdefibrillator (ICD) system and its programming, without the need for either ventricular fibrillation (VF) or shocks, is a major research goal. The patients reported by Dr. Kantharia both emphasize the importance of this goal and illustrate poignantly that it remains beyond our grasp.
The first case highlights the unmet need of developing effective treatment for life-threatening, post-VF electromechanical dysfunction (EMD) (2, 3) . Paradoxically, defibrillation testing may have saved this patient's life: If VF had occurred as an outpatient, either defibrillation would have failed or the postshock rhythm would have been lethal EMD. To the best of my knowledge, fatal postshock EMD has not been reported after an inappropriate shock. Thus, postshock EMD probably is caused by a combination of VF and shocks, often prolonged VF and multiple shocks.
The second patient died from failed defibrillation with an untested ICD system. This case illuminates the need for a shockless method of assessing ventricular defibrillation efficacy, or at least a method that minimizes the risk of thromboembolism from atrial cardioversion. One consideration is continuous rapid atrial stimulation during ventricular defibrillation or vulnerability testing. 
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